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THE nasopharynx with its adjacent basi-sphenoidal and posterior ethmoidal Tegions presents one of the most difficult problems in our specialty, from the point of view of both diagnosis and treatment.
The clinical examination of the nasopharynx is the most difficult of all our various methods of examination and even if a satisfactory view is obtained the interpretation of what is seen may still present great difficulty. Evidence of this is to be found in the variety of the methods used-digital examination, the use of some form of direct speculum, and the use of a postnasal mirror with possibly some form of palatal retractor. With the invention of the nasopharyngoscope it was hoped that the problem of the difficulty of inspection was solved, but in my experience this instrument has proved rather disappointing in use and in my own practice it is limited to ensuring that a eustachian catheter is really in correct position before passing a bougie.
Even when a correct diagnosis has been made the problem of treatment still remains and the rather indifferent results of the surgical treatment of such conditions as atresia of the choana, nasopharyngeal fibroma or carcinoma are testimony to the difficulty of access.
This problem of access is no new one and even as long ago as 1853 Michaux described for this purpose an approach by lateral rhinotomy and since that time many varieties of operation designed to improve the access have been described. Many of these operations have been designed more especially to deal with tumours of the pituitary gland and others for dealing with tumours of the maxillo-ethmoidal region but all are alike in aiming to improve the approach to this almost inaccessible area.
There have been three main avenues of approach: (a) through the nose; (b) through the upper jaw; and (c) through the mouth.
(a) A direct approach to the nasopharynx may be made through the external nares after shrinking the mucosa with cocaine and adrenaline. More room may be obtained by fracturing the inferior or middle turbinates outwards or by excising portions of them and by these means small growths may be partially or completely excised and an approach made to the sphenoidal sinus.
The application of this method is of course limited by the size of the growth; extensions of the method to obtain better access have been suggested by many surgeons.
All involve separation of the soft tissue of the nose from the underlying bone followed by removal of the septum and other portions of the inside of the nose or of the lateral nasal wall.
Rouge and Halstead described operations in which a sublabial incision was employed stretching from one canine fossa to the other. The lip was everted, and MAY-LARYNO. 1 the ali nasi elevated from the bone and the nasal septum divided or partially removed.
Others such as Langenbeck and Ollier have used incisions on the face with the turning aside of part or the whole of the soft tissues.
The disadvantage of these facial methods of approach is that they are all associated with considerable post-operative scarring and' deformity and although they give a good access to the front of the nose and the sphenoidal area they give a very poor approach to the nasopharynx, and are now obsolete.
(b) Many methods of approach through the upper jaw have been described, but these can be grouped into two main classes according to whether the incision is made through the face or through the alveolar sulcus.
Langenbeck's opwration of turning the nose laterally was modified by Eve and later by Watson-Cheyne-using a partial excision of the upper jaw but the best known of these methods is Moure's lateral rhinatemy and this 'is still in use for major operations on the upper jaw.
The incision may be extended by dividing the lip in the middle line so as to turn back the whole of the cheek as described by Weber. The only useful sublabial approach is Denkers' extended operation in which the anterior wall of the maxilla, portions of the nasal bones and the frontal process of the maxilla are removed and also the antro-nasal wall.
None of these incisions is of much value as an approach to the nasopharynx because the line of approach is directed too high, as in the operations through the nose already mentioned.
(c) Approaches through the mouth and palate have mainly aimed at an anteroposterior incision of the soft and hard palate and have been described by Doyle, Moure, Delia, Escat and N6laton.
Simple median incision of the soft palate without interference with the hard palate gives a most unsatisfactory exposure and is rarely worth while.
A straight incision commencing behind the alveolus but stopping short at the base of the uvula may be used and the under surface of the hard palate exposed.
Portions of this and of the posterior part of the nasal septum may be removed; this incision gives a very adequate exposure of the region of the base of the nasal septum.
This approach is in fact the only method which I have so far mentioned which is of any real value. It is useful for conditions in the neighbourhood of the posterior border of the septum but it has several disadvantages, one of which is the difficulty of retraction of the flaps, while the exposure of the nasopharynx itself is not very good.
Two or three years ago I conceived the idea of making a transverse incision between the hard and the soft palate and then pushing the whole soft palate backwards. This concept I put into practice on a patient with a mixed salivary tumour bulging into the lateral nasopharyngeal wall and causing a complete nasal obstruction on the right side.
The operation was completely successful but only after I had extended the incision downwards to the outer side of the tonsillar fossa. I was surprised by the ease with which the palate was subsequently sutured and still more surprised by the complete absence of any post-operative disability. This success encouraged me to use this approach for other conditions of the nasopharynx and I have been most gratified by the exposure which it provides.
The position of the patient may be sitting up as in a septum or antral operation but with the mouth widely opened with a Boyle-Davis gag or in a young person with a very mobile neck the common tonsil position with the head hyper-extended. Intratracheal anesthesia is used with a tube passed through the mouth or through the nose if the lesion is unilateral and the top of the larynx is' occluded by a pack. The area of the junction of the hard and soft palate is infiltrated with novocain and adrenaline and also the area between the tonsils and the pterygo-mandibular raphe.
The incision starts as a transverse one just in front of the posterior border of the hard palate and somewhat convex forwards. The edge of the bone can be identified accurately by puncturing with a needle. The incision goes right down to bone and the mucosa is separated backwards with a sharp raspatory until the edge is reached. The posterior spine of the hard palate is then removed with a gouge or chisel and the nasopharynx opened by dividing the upper surface of the soft palate at its junction with the hard palate. Figs. 1 and 2 she has a very high and narrow arch to her palate so that once again the hamulus was detached and the incision was extended downwards along the pterygo-mandibular raphe. In my view, the more limited incision advocated by Ruddy (1945) , Dolowitz and Holley (1949) and others, would not have provided the requisite exposure in this instance.
In my last case the choanal atresia was masked by extensive and massive nasal adhesions on the right side, following a Caldwell-Luc operation performed at another hospital eight years previously. At first an effort was made to divide these adhesions, but it was then realized that there was a bony choanal atresia. A transpalatal operation was carried out for the removal of the bony obstruction. She now has a patent airway, although she still has some adhesions between the upper part of the nasal septum and the lateral nasal wall.
There are some practical points which I have learnt about this operation. I have on all three occasions used the right lateral position recommended years ago by Sir Henry Butlin for the tonsil operation. This allows the surgeon to sit comfortably on the right side of the table, while at the same time it provides sufficient head extension for visualizing the operative field. If a nostril is available, continuous suction with a catheter passed through the nose is time saving and frees the assistant's hands. In making the incision through the palate it is important to avoid the main anterior branch of the posterior palatine vessels, as otherwise bleeding may be profuse and difficult to control. The small posterior twigs have been easily picked up with forceps and controlled by diathermy coagulation. Inspection of the operative field is helped by the use of a mirror, particularly where there is choanal obstruction. This mirror also helps to push the detached palate out of the way. Re-suturing the palate is not attended by any special difficulties.
In the third case a stitch gave way, with the formation of a perforation near the mid-line. This, however, closed spontaneously without the need for any prosthesis.
None The President said that in their new approach to this difficult area Mr. Wilson and Mr. Hogg had definitely established that the transverse incision was to be preferred to the longitudinal variety. It was strange that this idea had not been thought of before, it was so simple. He himself had found inconvenience and difficulty in using the longitudinal incision.
Mi. E. D. D. Davis said that for many years he had been considering this question of a better approach to the nasopharynx and it had not occurred to him to make a transverse incision across the palate. Mr. Wilson was the first to demonstrate it. He had watched Mr. Wilson operate on 3 cases and he had seen the patients afterwards. The exposure was excellent. There was little difficulty in the operation and there was practically no discomfort afterwards, the incision healed within a week and the patient was out of hospital in ten days.
He had tried all the other operations which Mr. Wilson mentioned and found them to be unsatisfactory and they caused considerable damage. The extension of the incision on to the fauces just above the tonsil gave an easier retraction and the bleeding could be easily controlled. The hamular process was felt with the finger. The tensor palati tendon was divided almost without knowing it. During an operation for the removal of bleeding fibroma of puberty the transverse incision gave an excellent exposure.
Mr. R. R. Simpson said that he had carried out this operation three times in the last two years since Mr. Wilson had told him about it. One part of it which had impressed him tremendously was the direct view one obtained of the orifice and the anterior border of the eustachian tube. This was quite striking, it was so easy, one could look straight into the eustachian tube. The last case he did was of a woman with a suspicious small swelling in front of the eustachian tube. Biopsy through the nose gave a doubtful answer but a shortened version of the transverse incision allowed him to see the eustachian tube and the swelling in front of it and that enabled him to make up his mind that it did not look benign. A biopsy from the centre of the mass showed it to be a chondrosarcoma. The incision had the tremendous advantage that it would give an extraordinarily good view, better than could be obtained by any other method.
All these cases healed without the slightest difficulty and without discomfort to the patient.
